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Pituitary Tumor Apoplexy: A Review
Edward R. Laws, MD, FACS hypopituitarism, fatigue, hypogonadism, and constitutional changes that were unrecognized as related to a pituitary tumor.
Although a number of predisposing factors to the event of pituitary tumor apoplexy have been postulated, the fact is that most of the patients present with a random spontaneous event. 7 The most likely explanation in the typical case is the slow but relentless growth of the tumor that compresses its blood supply and induces ischemic infarction or hemorrhage. 3 It should be recognized that patients with known pituitary adenomas who are being followed and those who are being evaluated with hormonal stimulation tests have a potential risk of pituitary tumor apoplexy.
In the emergent situation, where the patient has significant visual loss or altered consciousness, once the diagnosis is confirmed, it is usually regarded as a surgical emergency, most effectively treated by prompt transsphenoidal decompression and removal of the pituitary tumor, and continued endocrine replacement. The results are excellent when timely diagnosis and surgery are accomplished. Some patients with pituitary tumor apoplexy can present in a subacute or delayed manner. 4 These are the exception, and in such cases, when vision is not threatened, a case can be made for more conservative management. Pituitary hormone replacement therapy can be given and the patient is followed with careful visual field assessments and repeat MRI studies. Pituitary tumor apoplexy can occur in the setting of a hyperfunctioning pituitary tumor. Prolactin-secreting tumors may shrink dramatically in response to dopamine agonist medication. Somatostatin analogs can also produce some shrinkage of growth hormone-secreting tumors in acromegaly.
As in many areas of medicine, particularly intensive care and emergency medicine, we must think of the diagnosis to consider it and to take appropriate and urgent action. This is a challenge that we all face, and the rewards are the good results that occur T his superb review puts in perspective a relatively common problem that presents as a medical emergency and may be difficult to diagnose and to treat appropriately unless it is recognized. This condition, which the authors correctly name pituitary tumor apoplexy, occurs in a small, nonetheless, significant number of patients harboring a pituitary tumor, most often a clinically nonfunctioning macroadenoma. Because these tumors grow very slowly and manifest themselves endocrinologically in a subtle but progressive fashion, the first indication of the presence of the tumor may be a catastrophic ictal event when the tumor abruptly enlarges because of infarction of the tumor and/or hemorrhage into it. [1] [2] [3] [4] [5] [6] Patients with pituitary tumor apoplexy may arrive at the emergency room with signs and symptoms that mimic subarachnoid hemorrhage, myocardial infarction, meningitis, stroke, or shock. In addition, to the results of mass effect that include loss of vision, altered consciousness, and severe headache, it is critical to recognize that many such patients will have acute adrenal insufficiency from compression or destruction of the normal pituitary gland. [2] [3] [4] [5] The prompt administration of corticosteroids can be a life-saving maneuver, but this may not happen unless pituitary tumor apoplexy is part of the differential diagnosis. Ideally, steroids should be given before the diagnostic studies (computed tomography [CT] or magnetic resonance imaging [MRI] scan) that help to confirm whether the clinical diagnoses are done. In retrospect, many of the patients will have a history compatible with progressive mild 
